Introduction
============

*Echinococcus* infection is still a major health problem in endemic areas, mostly livestock-raising countries ([@ref1]). This infection affects liver and lungs more than other organs. 0.5% - 2% of infected patients have heart involvement that commonly have previous hydatid cyst disease, only 4% of cardiac cases experience primarily involvement of interventricular septum ([@ref2], [@ref3]). Most cases reported heart failure as first presentation ([@ref4]) however, our case complained from abdominal pain.

Case Presentation
=================

On December 2013, a 15-year-old female presented to a clinic complained of abdominal pain. Routine blood lab tests were unremarkable. A cystic like lesion on right ovarian revealed on radiologic studies. The cystic lesion was excised during laparotomy surgery, which is then reported as follicular cyst by histopathology department.

As the patient did not become symptom-free one month after the surgery, an echocardiography was done and revealed hypermobile masses at mid part of interventricular septum. She transferred to our facility (Tehran Heart Center) for more needed work ups.

Electrocardiogram showed Q and inverted T waves on inferior leads and QS pattern through V1 to V6. Another transthoracic echocardiography (TTE) confirmed the presence of a large interamular cystic mass (about 15×9 mm) on mid part of interventricular septum with protrusion to left ventricle (LV) cavity with a mobile fibrin mass on its surface and left ventricular ejection fraction of 55% ([Fig.1](#F1){ref-type="fig"}). Abdominal ultrasonography was inconspicuous. Low-density areas in spleen and both kidneys compatible with segmented infarctions were described on abdominal computed tomography (CT). An embolic occlusion of superior mesenteric artery revealed on dual source multi slice CT angiography.

![Echocardiography shows interventricular cyst](IJPH-44-130-g001){#F1}

The patient underwent a cardiac surgery to excise the intervertricular mass. Median sternotomy was performed and cardiopulmonary bypass was established. After cross clamping the aorta, isothermic, potassium-enriched blood cardioplegic solution was consumed for cardiac arrest. The cyst was accessed throughout an incision parallel to and 2 cm on the left side of the left anterior descending coronary artery (LAD) ([Fig.2](#F2){ref-type="fig"}). Whole contents of the cyst were aspirated and immediately sent for histopathologic evaluation. Diagnosis of hydatid cyst was confirmed as we expected. Therefore, we irrigated the cavity with 20% hyper-tonic saline solution after removing its germinal membrane. The perioperative and postoperative periods were uneventful. The patient was recommended to take 400 mg of albendazole every 12 hours for 12 weeks to diminish the likelihood of infection relapse.

![Approaching the interventricular cyst by left side ventriclotomy](IJPH-44-130-g002){#F2}

Based on medical Ethics Committee of Tehran University of Medical Sciences, a written informed consent was obtained from the patient for publication of this article and accompanying images.

Discussion
==========

However hydatid disease is endemic in some regions like Mediterranean countries, the Middle East, the southern part of South America, Iceland, Australia, New Zealand and China; it should be considered everywhere because of immigration([@ref5]). Liver or lungs involved in about 90% of patients with hydatid infection. Muscles, bones, kidneys and spleen can also being involved with much lower probability. In patients with cardiac involvement which is very rare ([@ref6], [@ref7]), left ventricle cysts accounts for 55%-60% of cases followed by right ventricle (15%), interventricular septum (5%-9%) and right atrial involvement reported in 3%-4% of cases([@ref8]). In some cases with multiple organ involvement with hydatid cysts, cardiac hydatidosis is reported ([@ref9], [@ref10]).

Manifestations of hydatid infection depend on parasite load, site and the size of the cysts however many patients keep on asymptomatic for several years. Symptoms can be as a matter of mass effect (e.g. obstructive jaundice and abdominal pain in liver cysts or pleuritic chest pain and dyspnea in lung involvement) or leakage of the cyst like anaphylactic shock and sepsis. Cardiovascular involvement can present by arrhythmia, angina, valvular dysfunction, pericardial reaction, pulmonary or systemic embolism, pulmonary hypertension, and anaphylactic reactions. Right ventricle cysts are more prone to rupture, compare to cysts sited on left ventricle, which may lead to pulmonary embolization, a lethal complication ([@ref11]). Cysts located on interventricular septum can lead to obstruction of the right or left ventricular outflow or atrioventricular block and syncopal attacks by compression effects on conduction pathway ([@ref12], [@ref13]). However, our case presented with abdominal pain, which makes it unique.

Since using serologic tests like indirect hemagglutination test and ELISA with sensitivity of 80% can assist the diagnosis of the hydatid infection, false negative results should be considered. In further evaluations, plain films can just demonstrate a cyst with rim calcification but CT or magnetic resonance imaging (MRI) can demonstrate more details especially about daughter cysts to confirm the diagnosis. Ultrasound is another imaging modality, which can be helpful in diagnosis by showing daughter cysts. In detecting intracardiac echi-nococcosis, TTE is first choice as it is a noninva-sive test with high sensitivity to demonstrate cardiac cysts. CT or MRI will be the next step to corroborate the diagnosis of cardiac hydatidosis and check the extension and anatomic relationships of the cysts ([@ref2], [@ref12]).

Preferred treatment in cardiac hydatidosis is surgical excision ([@ref4]). It is recommended to operate the patient when he is on cardiopulmonary bypass, aspirate the entire contents of the cyst, and remove the germinative layer ([@ref14]), as we did in this case report. Twenty percent hypertonic saline is one of protoscolicidal agents that can be used not only for irrigation of remaining cavity but also for preventing intraoperative local infection dissemination ([@ref4]). Medical treatment with albendazole 400mg, twice a day, 4 days preoperatively and for 4-12 weeks after the surgery could be an effective suggestion to diminish the chance of recurrence ([@ref12]).

Conclusions
===========

Cardiac hydatidosis can have diverse presentations like heart failure or abdominal pain and it is a rare condition. It can be fatal or lead to major complications without treatment. TTE, CT and MRI can confirm the clinical suspicion. Surgical excision with removing germinal layer and concurrent albendazole therapy showed successful results in treating interventricular hydatid cysts.
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